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KANSAS MEDICAID STATE PLAN

Attachment 4.19 D
Part I
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Page 1 of 2

Method and Standards for Establishing Payment Rates:
Nursing Facilities

Nursing Facility Rate Determination for Ventilator Dependent Resident

The following are the policies and procedures for determining a rate for a
ventilator-dependent resident in a nursing facility.

(1) The request for additional reimbursement for a ventilator-dependent resident shall
be submitted to the Kansas Department of Social and Rehabilitation Services (SRS)
or the Kansas Department on Aging (KDOA) in writing for prior approval. Each
request must include a current care plan for the resident, the most current Minimum
Data Set (MDS) resident assessment and an itemized budget for implementing the
care plan. The itemized expenses shall not include the cost of durable medical
equipment (DME) reimbursed in accordance with the DME program in the Kansas
Medical Assistance Programs Manual.

(2) All of the following criteria shall be present in order for a resident to be considered
ventilator dependent:

(A)  The resident shall not be able to breathe without mechanical ventilation.

(B)  The resident shall use the ventilator for life support, 24 hours a day, seven
days a week.

(C)  The resident shall have a tracheostomy or endotracheal tube.

(3) The provider shall be reimbursed the Kansas Medical Assistance Program daily rate
determined for the nursing facility plus an additional per diem amount approved by
SRS and KDOA for the ventilator-dependent resident. The additional
reimbursement shall be prior authorized by SRS and KDOA. The provider shall
submit a budget with the detail of the expenditures requested to care for the
ventilator-dependent resident. The reimbursement shall be negotiated based on the
prevailing cost of the individualized care plan and subject to an upper payment
limit.

The upper payment limit shall be the rate from the Medicare Prospective Payment
System (PPS) for skilled nursing facilities as based on the MDS assessment and

using the Resource Utilization Groups Version III (RUGs III) classification system. . ._°

All 44 classifications in the RUGs III system will be used to determine the
corresponding Medicare PPS per diem rate.
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Method and Standards for Establishing Payment Rates:
Nursing Facilities

Nursing Facility Rate Determination for Ventilator Dependent Resident

(49)  No additional amount above the current daily rate shall be allowed until the
service is prior authorized by SRS and KDOA.

(5) The criteria shall be reviewed quarterly to determine if the resident continues to be
ventilator-dependent. If a resident is no longer ventilator-dependent, the provider

shall not receive additional reimbursement beyond the Kansas Medical Assistance
Program per diem rate determined for the facility.

(6)  The additional reimbursement for the ventilator-dependent resident shall be offset
to the cost center of benefit on the nursing facility financial and statistical report.
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